THE investigation of chronic diarrhlea forms an important part of the examination of patients invalided from overseas commands, particularly from the tropics. This involves adequate laboratory examination for intestinal protozoa, flagellates, and dysentery organisms.
The previous treatment varied with the previous clinical diagnosis. Only nineteen had some form of sulpha-drug therapy, and the sulpha-drug was not always administered during the initial attack. This in some cases was due to the exigencies of war. For example, two of the cases were members of an air crew who were forced to bail out over enemy territory, where they developed bacillary dysentery, which remained untreated until they regained Allied lines.
Twenty of the cases had a full course of amcebicidal therapy.
METHODS. Stool Examinations.-Fresh normally passed stools were examined daily for three days for the presence of protozoa or flagellates. The stools were also cultured in parallel on eosin methylene blue agar and on the sodium desoxycholate citrate medium (Hyne's modification).
After carrying out biochemical tests on any intestinal pathogens isolated, they were then classified, using Oxford standards anti-sera. Final typing of Flexner strains was carried out, using specific absorbed monovalent sera.
Sigmoidoscopy.-The patients were prepared for sigmoidoscopy by having a rectal wash-out with saline at 20.00 hours. They took no further food or hot drinks until they presented themselves for examination the following morning. This simple preparation gave very satisfactory results. Any form of rectal wash-out prior to 165 examination is to be avoided, because the resultant hyperaemia tends to obscure many of the finer lesions as seen through the sigmoidoscope. The "Coldlite" sigmoidoscope was employed with an X5 eyepiece, and the patients were examined in the knee-elbow position. The sigmoidoscopic findings in these cases can be briefly tabulated Normal
Hyperaemia with haemorrhages -
Thus in eighteen of the'cases the changes in the rectal mucosa were consistent with an active or healing bacillary dysentery infection. One case showed a deep ulcer, from the base of which E. histolytica could not be identified, but from which dysentery organisms were isolated. One case showed the presence of a stricture, which was caused during the acute bacillary dysenteric infection when the rectal mucosa sloughed, and was passed as a cast.
Pin-point craters were found on the rectal mucosa of eight of the cases. These lesions are regarded as pathognomonic of chronic amoebic dysentery (Cropper, 1945) . However, Fairley and Boyd (1943) regard widespread pitting at the site of former ulcers as characteristic of the healing stage of bacillary dysentery. Of these eight cases showing crateriform lesions, there was a "history" of amoebiasis in five, but no trophozoites or cysts of E. hystolitica at the time of examination.
The diagnostic significance of such lesions at sigmoidoscopy is, therefore, of problematical value in distinguishing between amoebic and bacillary dysentery. The cases represent a fair sample of the type of patient with chronic bowel infection invalided from overseas commands back to this country.
RESULTS
All had a history of long-continued or relapsing diarrheea. The majority would satisfy the clinical criteria for the diagnosis of chronic bacillary dysentery, i.e., long-continued diarrhoea with exacerbation and the occasional passage of blood and mucus.
The cases could be arbitrarily divided into two groups, on the basis of the pathological changes found in the lower bowel on sigmoidoscopic examination.
1. Chronic bacillary dysentery. These show some pathological changes in the rectal mucosa, suggestive of chronic bacillary infection. 2. Chronic bacillary dysentery carriers.
These showing a normal rectal mucosa. The validity of such a division is problematical, but it is interesting that bacillary dysentery organisms were isolated from cases with a long history of diarrhoea, who showed no pathological changes in the rectum. The absence of demonstrable intestinal lesions in chronic dysentery carriers is in accordance with the views of the chronic carrier state in general, but contrary to that of Boyd and Fairley (1944) , who consider that deep ulcers are always present in cases of chronic bacillary dysentery carriers. The absence of demonstrable ulcers in the lower bowel does not-, however, exclude the possibility of the presence of such ulcers in some other part of the large bowel beyond the normal sigmoidoscopic range.
Only one case showed the presence of a deep ulcer in the rectum, which was thought to be of amoebic origin. Repeated examination of the stools failed to reveal any pathogenic protozoa or bacteria. A scraping taken during sigmoidoscopy from the base of the rectal ulcer showed no E. histolytica, but on culture, B. dysenterie Flexner VI (P. 88) was isolated. The ulcer healed satisfactorily after a course of sulphaguanidine.
In the investigation of cases of chronic diarrhoea, sigmoidoscopy is invaluable, for not only can the lower bowel be visualised and the nature and severity of thepathological lesion determined, but specimens can also be taken directly from the wall of the gut or the bases of mucosal ulcers. Such specimens are sometimes culturally positive when frequent stool examinations are negative (four out of forty). Sigmoidoscopy swabs form, therefore, a useful diagnostic aiid in the isolation of dysentery organisms in chronic cases and carriers, and combined with examination of specimens of stools, render the bacteriological diagnosis more certain.
In the isolation of dysentery organisms the selectivity of the desoxycholate medium (Hyne's modification) is well known. It must, however, be combined with a less selective medium, as occasional strains are completely inhibited on the selective medium, and only grow out on the less selective one. Flexner dysentery organisms were isolated from thirty-four out of the forty cases. This is, in all probability, a reflection of the general incidence of Flexner dysentery rather than any predisposition by this organism to produce chronic bacillary dysentery or a chronic carrier state.
The further subdivision of the Flexner group is confused owing to the existence of three methods of classification. The English school have followed the work of Andrewes and Inman (1920) 
